Septicaemia caused by Elizabethkingia-sp in a 'healthy' Sri Lankan man Benedict 3 resulting in the death of at least 20 people. The extensively studied EKGI series published in 2016 in Hong Kong highlight E. Anopheles as carrying greater morbidity and mortality than E. meningoseptica. Acquired by healthy adults the community-acquired EKGI, compared with nonElizabethkingia bacteraemia, appears to have higher complication and mortality rates. 1 We report a 'healthy' elderly patient who had Elizabethkingia spp sepsis, probably the first case of community-acquired infection in Sri Lanka.
Case report
A 72-year-old previously healthy man with asymptomatic moderate aortic stenosis presented with fever and altered level of consciousness for two days. His Glasgow Coma Scale was 13/15. He was pale and dehydrated but had no signs of infective endocarditis, meningitis or focal cerebral infection. On admission, he had scattered coarse crackles in both lungs, a pulse rate of 88 bpm, blood pressure of 130/90 mmHg and an aortic stenosis murmur. His capillary blood glucose level was 36.7 mmol/L O2 saturation 98%, without acidosis nor ketonaemia, and normal electrolyte levels, mild anaemia (Hb 93 g/L), a white cell count of 15 Â 10 3 /cm 3 (neutrophils 85%), a low platelet count at 54 Â 10 3 /cm 3 , and fragmented red cells in his blood picture. He had prolonged prothrombin time (18 s) and activated partial thromboplastin time (45 s), C-reactive protein 110 mg/dL and serum creatinine 133 mmol/L. The chest radiograph was normal. Transthoracic and trans-oesphageal echocardiaography excluded infective endocarditis. HIV and VDRL tests were negative.
The patient was treated with intravenous fluids, insulin and ceftriaxone. On the second day, he developed status epilepticus requiring diazepam and phenytoin sodium infusion. An MRI brain showed a small parietal lobe infarction. EEG, spinal fluid analysis, serum electrolytes, blood glucose, calcium and magnesium were normal. On the third day, he developed a non-ST elevation myocardial infarction and required dual anti-platelet, statin and heparin treatment. Three blood cultures grew Elizabethkingia species sensitive to meropenem, amikacin and rifampicin.
With intravenous meropenem over eight days, he achieved good glycaemic control with oral tolbutamide and recovered fully, being discharged from hospital on day 12.
Discussion
Either owing to a true rise in incidence or increase in awareness, EKGI seems to have increased over the last decade. 4 However, documented encounters in clinical practice and the availability of instructive literature concerning Elizabethkingia septicaemia are limited. The Centers for Disease Control (CDC) therefore recommends studies to quantify the global burden of EKGI and its possible sources in order to minimise delays in diagnosis and treatment and implement appropriate control measures. Although EKGI is mostly reported among patients with immunosuppression, our patient did not have any such significant features except for his age and the hyperglycaemia on admission. Cardiac, renal and neurological complications in our patient could have been the consequences of stress, a hyperosmotic state or disseminated intravascular coagulation. However, whether these are part of an EKGI septicaemic picture needs further study.
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